





19th CardioVascular Summit: TCTAP 2014Case Summary:
60 years old male gentleman, known diabetic, normotensive, history of effort dyspnea
and angina class II x 6 months. ECG: Poor R Wave Progression in anterior leads.
ECHO: Severe LV dysfunction. Thallium: Viable myocardium +. CAG; RCA, LCX
free of disease. RCA tortuous. LAD ostial 100% lesion.
Procedure done under local anaesthesia through right femoral approach attemptes
were made to cross the lesion antegradely failed since rca was tortuous, a decision was
made to proceed through ipsilateral collaterals. lesion was crossed retrogradely from
lcx collateral with ﬁelder xt wire (ﬁelder fc and bmw wires were used to get the 10 x
10 mm otw balloon) lesion was crossed antegradely with cross it 100 xt wire along the
retrograde wire retrograde wire then removed and predilatations were done with 12 x 6
mm trek upto 14 atm for 10 sec and 25 x 15 mm trek upto 14 atm for 10 sec.
Stent deployment was done to proximal lad using a 275 x 30 mm resolute integrity at
12 atm for 30 sec saba done with 35 x 8 mm nc voyager upto 18 atm for 10 sec mid
lad lesion was dilated with 25 x 23 mm balloon upto 4 atm for 30 sec check angiogram
showed no residual disease in the proximal lad with dissection at the mid lad with timi
iii ﬂow the procedure was uneventful patient shifted with stable hemodynamics.
TCTAP C-116
Deformation of Everolimus-eluting Stent Immediately After Stenting: A Case
Report
Kensaku Wada, Akihiro Kawamura
Kawachi General Hospital, Japan
[Clinical Information]




The occurrence of stent fracture is usually detected in the late follow-up of stenting.
We describe a case of stent deformation after a few minutes of coronary stenting. A
mid-40’s male patient with diabetes mellitus and hypertension was admitted with
symptoms of effort angina pectoris. Angiographic examination revealed chronic totalS140 JACC Vol 63/12/Suppl S j Aocclusion in mid right coronary artery (RCA) and severe stenosis in mid left
circumﬂex artery. The distal RCA was ﬁlled by septal channels from the LAD. PCI
was performed to RCA. After a failed antegrade CTO recanalization attempt, a
retrograde approach via septal collaterals was tried and externalization was success-
fully done. Everolimus-eluting stents (EES) (3.5  23mm, 3.028mm,2.528mm )
were implanted in #2-3 at 12 atmospheres. Post-stenting angiogram showed an
excellent result and intravascular ultrasound (IVUS) examination revealed adequate
expansion and apposition. After a few minutes, the guide wire was removed, the ﬁnal
imaging was performed. Surprisingly, the deformation of the stent was observed at
hinge motion site. The patient did not present any anginal symptoms with dual an-
tiplatelet therapy. Nine months later, repeated coronary angiography by scheduled
follow up was performed. The angiogram demonstrated no signiﬁcant narrowing of
the stented segment but showed complete separation of stent. Stent deformation
immediately after stenting like in our case is not reported. Therefore, we report the
case with some considerations.
TCTAP C-117
A Challenging Case of Small Vessel Chronic Total Occlusion
Yam Hong Wong, Kok Ying-Lung, Yam Ping-Wa
Tuen Mun Hospital, Hong Kong, China
[Clinical Information]
Patient initials or identiﬁer number:
WONG SW
Relevant clinical history and physical exam:
This was a 65 year-old gentleman, with diabetes, hypertension and benign prostate
hypertrophy.
He was admitted in March 2013, for acute coronary syndrome. Electrocardiogram
showed transcient ST elevation over inferior leads. He had poor insight towards his
own illness. He strongly requested discharge after medical treatment, and refused any
cardiac intervention.
He was however admitted again in May 2013, for unstable angina. He was given
medical treatment, and was stabilized. He agreed for intervention this time, and
cardiac catheterization was arranged in August 2013.
Relevant test results prior to catheterization:
Blood test and electrocardiogram before catheterization was unremarkable.
Echocardiogram showed satisfactory left ventricular function with ejection fraction of
around 58%. There were no regional wall movement abnormalities. Valvesmorphology
was normal. There was a moderate and eccentric posterolateral mitral regurgitation jet.
Relevant catheterization ﬁndings:
Right dominant circulation
LMS: Mid to distal LMS w40% stenosis
LAD: Proximal LADw70% stenosis. Ostial part of a large D1w70% stenosis, with
retrograde supply to PDA and PL branch
LCX: Proximal LCX w60% stenosis. Mid to distal LCX w60% stenosis
RCA: Proximal RCA 50% tubular lesion. Mid to distal diffuse disease with total
occlusion at distal RCAConclusion: Triple vessel disease with RCA total occlusion as a culprit
Plan: Patient refused CABG. For PCI to RCA and then staged PCI to LM/LAD/LCX
[Interventional Management]
Procedural step:
RCA engaged with JR4 Fr6 guiding catheter
RCA total occlusion tranversed by Fielder XT 0.014/190 guidewire, supported by
Finecross MG 1.8/130 microcatheter
Exchanged to BMW 0.014/300 guidewire, with microcather removed afterwards
Intracoronary TNG 100mcg given
Lesion predilated repeatedly with MiniTrek 2.0/15 balloon up to 8 atm
Post-angioplasty showed RCA vessel size around 2.0 mm only with diffuse disease till






19th CardioVascular Summit: TCTAP 2014Signiﬁcant vessel recoil after angioplasty
Impact Falcon (DEB) to distal RCA at 7 atm
Multi-Link Mini Vision 2.0/23 deployed at distal RCA at 8 atm
Stent balloon pulled back and reinﬂatted at 14 atm
Another Inpact Falcon (DEB) to mid RCA at 7 atm
Multi-Link 8 LL 2.5/38 deployed to mid RCA at 10 atm, overlapping with the distal
RCA stent
Post-stent high pressure angioplasty with Trek NC 2.5/15 at 12 to 16 atm
Post intervention angiographic result was good, without stent edge dissectionPatient recovered well after PCI to RCA.
Anginal symptoms improved very signiﬁcantly from class III to class I.
Restudy coronary angiogram 8 weeks later, during staged PCI for the left system
showed widely patent stents in mid and distal RCA.Case Summary:
This case illustrated a difﬁcult scenario in interventional cardiology: successfully
wired a CTO lesion, but subsequent angiogram revealed a very diffusely diseased
vessel with a small calibre.
Wiring of the lesion in this above patient with antegrade approach was successful. But
despite repeated dilation, angiogram revealed a dominant RCA but with a very small
calibre and very diffuse disease till the very distal part of RCA. Vessel size was
estimated to be around 2.0mm at most. Signiﬁcant recoiling of the vessel was noted.
Due to unavailability of DES of such a small calibre, options at this point of time were
limited.
Strategical options included:
a) POBA with prolong balloon inﬂation to m-dRCA, hoping the vessel will not
recoil again;
b) PTCA/S to m-dRCA with DES of 2.5mm, with a risk of oversizing and stent
edge dissection;
c) PTCA/S to m-dRCA with BMS, with a risk of early ISR due to small vessel;
d) PTCA/S to m-dRCA with BMS, after DEB.
After careful consideration, option D was chosen.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASImmediate angiographic result was good. And patient recovered well after PCI to
RCA. Anginal symptoms improved very signiﬁcantly from class III to class I.
Restudy coronary angiogram 8 weeks later, during staged PCI for the left system,
showed widely patent stents in mid and distal RCA.
After the emergence of drug elluting balloon, it has opened up some new frontiers
which intervention cardiologist cannot set foot into. Studies has illustrated its many
successful applications, such as PCI of small side branches and in-stent restenosis.
Our case demonstrated that DEB combined with BMS as can be used as a new tool for
treating CTO lesions with diffuse disease with a small calibre.
TCTAP C-118
Complex Intervention of Chronic Total Occlusion in 1 Case
Ze-Sheng Xu, Chiung-Jen Wu
Cangzhou Central Hospital, China
[Clinical Information]
Patient initials or identiﬁer number:
Xuelin Liu
Relevant clinical history and physical exam:
History brief introduction
Male 61 years old
Paroxysmal chest pain for one month
Hypertension for 10 years
LDL-C 4.8mmol/L, TC6.8mmol/L
Relevant test results prior to catheterization:
LV 50mm, EF67%




RCA: chronic total occlusion
[Interventional Management]
Procedural step:
The ﬁrst PCI process
LAD successfully opened, and 1 stent implanted at LAD
Interventional treatment of LCX, RCA wait for 4 weeks
The second PCI process
Left coronary guiding catheter 7F BL 3.5
Right coronary guiding catheter 6F AL 1
The PCI process of LCX
Direct stenting: 2.75 x 28mm
High pressure balloon: 3 x 15mm
The PCI process of RCA





Try to retrograde technique
Select the collateral circulation pathway
Septal branch collateral circulation
Circumﬂex collateral circulation (epicardial)
LAD apical collateral circulation (epicardial)













Stent implantation process of RCA
Balloon expansion
IVUS guided
Bracket series: 2.5 * 36+3.0 * 38+3.0 * 33+3.0 * 19
Local contrast agent detained at outside RCA
Low pressure for 2mins to seal the rupture branch
Protamine balancing heparin (ACT¼460ms)
Ultrasonic examination (-)
Observation of 10min (-)
Chest pain, sweating, hypotension, syncope
Ultrasonic examination: pericardial effusion
Pericardiocentesis at subxiphoid
Coronary angiography: the rupture branch closed
Pericardial angiography: t What is this?
The second day: temperature 39 C, chest pain related with respiratoryE/Chronic Total Occlusions S141
